between cycles included better availability and awareness of junior surgical staff to varying consent forms and the accompanying mental capacity assessment form, alongside modifications to the proformas, prompting formal capacity assessment. Results: A total of 62 patients were included within the study (Cycle 1: 35; Cycle 2: 27), age= 82 years (±8.2); female (%)= 72.6; average length of stay= 18.7 days (±13.8). 17 patients (Cycle 1: 10; Cycle 2: 7) were deemed to not have capacity by having a consent form 4 complete. Across cycles 91% of patients had AMTs completed pre-operatively, with 61% complete post-operatively. AMTs scores pre-operatively were greater in those patients with consent form 1 as opposed to those with consent from 4 (consent form 1: 9.3 (±1.2) vs. consent form 4: 3.9 (±3.2)). 88.2% of patients were seen pre-operatively by an ortho-geriatrician, compared to 70.4% of patients in cycle 2.
25% of patients in cycle 1 had a completed accompanying mental capacity assessment form, increasing to 60% in cycle 2. On retrospective analysis by an ortho-geriatric SpR, three patients assessed to not have capacity at time of admission had an inappropriate consent form filled. Conclusion: Interventions have resulted in a greater awareness and utilisation of the mental capacity assessment form, allowing surgical juniors a clear guidance as to the four components of capacity assessment. Earlier intervention by ortho-geriatricians pre-operatively may aid in cases of complex capacity assessment.
ii1
